RESULTS: Dichotomous predictor variables for length, height, and width were calculated separately based on differential percentile scores and combined with age in a logistic regression analysis. The logistic regression model was statistically significant, c 2 (4) ¼ 299.825, p < 0.000. The model explained 80.5% (Nagelkerke R 2 ) of the variance in procedure type and correctly classified 94.6% of cases. Sensitivity was 85.3%, specificity was 98.1%, positive predictive value was 94.57%, and negative predictive value was 94.55%. This created a predictive weighted index incorporating age with length, height, and width. Age >50 years counts as one point, while length (>11 cm), height (>8 cm), and width (>6.9 cm) each count for 3 points resulting in a potential scale range of 0 to 10 points. An index score of 4 or higher suggests the need for an alternative to vaginal extraction (94.5% of the current sample). Factoring in patient parity or uterine volume to the equation did not statistically influence the predictive power of the model. CONCLUSION: We have created a simple model for predicting vaginal extraction of specimens during laparoscopic hysterectomy. In the current environment, with morcellation under scrutiny, this may enable clinicians to better anticipate the need for an alternate route of specimen delivery and counsel patients accordingly.
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OBJECTIVES:
Rectovaginal fistula (RVF) may occur as complication of malignancy, obstetric trauma, radiation, inflammatory bowel disease, infection and/or surgery. Flaps may be used in fistula repair to aid healing in complex cases refractory to standard techniques. The purpose of this study was to investigate outcomes of flap reconstruction of RVF. MATERIALS AND METHODS: All patients who underwent flap reconstruction of any type of fistula at Mayo Clinic between January 1995 and December 2014 were identified using electronic medical records for this retrospective cohort study. All men were excluded. Women undergoing RVF repair using flap reconstruction were then identified and baseline demographics including surgical indications were obtained. Surgical outcomes and complications were collected by chart review. Operative success was defined as absence of fistula recurrence within six months of surgery. RESULTS: A total of 59 patients were identified as having undergone flap reconstructions for management of a fistula. Of these, 42 (71.2%) were women and, specifically 31 had a flap used in the treatment of a rectovaginal fistula. Rectovaginal fistula etiologies included 10 (32.3%) with malignancy, 7 (22.6%) with Crohn's disease or ulcerative colitis, 6 (19.4%) with obstetric complications, 3 (9.7%) with diverticulitis or infection, and 5 (16.1%) other. There were 35 flap reconstructions performed on this cohort of 31 women. A total of 20 (57.1%) had prior fistula repair attempt before flap reconstruction. Of the 35 flaps used, 13 (37.2%) were Martius, 11 (31.4%) were gracilis, and 11 (31.4%) were other (omental, psoas, mucosal, and rectus abdominis). Overall, 19 (54.3%) had successful repair, while 16 (45.7%) experienced recurrent fistula. Of the 10 who had preoperative radiation, 7 (70%) had successful repair. Of the 10 who had malignancy, 7 (70%) had successful repair. Of the 7 who had inflammatory bowel disease, 5 (71.4%) had successful repair. Three (50.0%) of the 6 patients who had obstetric etiology had successful repair; however one of these patients experienced a flap failure followed by flap repair success resulting in an overall success rate of 42.9% in patients with obstetric etiology. All patients with obstetric etiology had experienced at least one failed repair prior to flap placement. CONCLUSION: Flap use in repair of RVF is a viable option, particularly in complex cases. Approximately 70% of patients who had preoperative radiation, malignancy, or bowel disease had successful flap reconstruction of RVF. Flap reconstruction was less successful in women with a complicated fistula of obstetric etiology.
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MATERIALS AND METHODS:
Adult women with complaints of pelvic pain, who were noted to have levator ani muscle spasm on physical examination, were approached for enrollment in a double-blind, placebo-controlled, randomized clinical trial. After informed consent, eligible participants were randomized to receive 10mg diazepam tablets (1 tablet, as needed, once to twice per day) or identical appearing placebo tablets. Medications were self-administered vaginally. The primary outcome was change in pain scores measured by a visual analog scale (VAS) at four weeks. PFDI-20, McGill Pain Questionnaire, and Global Response Assessment were similarly assessed as secondary outcomes. Participants were randomized by a computer-derived random number sequence performed by the investigational pharmacist. Patients, care-givers, and those assessing the outcomes were blinded to group assignment. RESULTS: In total, 49 women were randomized (25 in the diazepam arm and 24 in the placebo arm). At 4 weeks, 35 women had returned for follow up and had complete data to analyze. There was no difference in VAS between treatment groups. (50 vs 39, P ¼ 0.36). There were also no differences noted in the questionnaire scores: PFDI-20 (P ¼ 0. , p < 0.001). The overall prevalence of composite 30-day major postoperative complications was 3.1% (n ¼ 1,028). There were 13 perioperative deaths (0.04%) with no difference in the surgical approaches (p ¼ 0.55). There were no differences in major postoperative complications between vaginal and abdominal procedures (3.0% vs 3.0%, p ¼ 0.71). Women undergoing obliterative procedures had an occurrence of major postoperative complications of 5.0% (n ¼ 83, p < 0.001). Concomitant hysterectomies (3.5% vs 2.6%, p < 0.001) and concomitant slings (3.5% vs 2.9%, p ¼ 0.001) increased the occurrence of postoperative complications. Concomitant hysterectomies doubled the occurrence of 30-day SSI (0.75% vs 0.32%, p < 0.001) but did not change postoperative UTIs (4.3% vs 4.2%, p ¼ 0.74). Concomitant slings did not change the occurrence of 30-day SSI (0.58% vs 0.47%, p ¼ 0.21) but increased the occurrence of postoperative UTIs (5.5% vs 3.5%, p < 0.001). CONCLUSION: The occurrence of major postoperative complications after POP surgery is rare, but increases with increasing age category.
We did not find a significant difference in major postoperative complications between vaginal and abdominal surgeries for POP. In this well-characterized cohort of patients that self-selected surgical approach, women undergoing obliterative surgery had more postoperative complications, likely attributed to increased age and multimorbidity.
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25 Three dimensional modeling of the vasculature on the surface of the sacral promontory: Impact of age and obesity OBJECTIVES: Using a novel 3D model, we studied the hypothesis that the percent area that the sacral promontory is covered by vasculature increases with increasing age and decreasing adiposity, resulting in less available space for suture/mesh placement.
MATERIALS AND METHODS:
We performed a retrospective, cohort study on patients who underwent abdominal/pelvic CT scans. Seg 3D (University of Utah) was used on the CT scan data to create a 3D model of the vasculature, as well as the intervertebral disc space. A Hausdorff distance was calculated between the vasculature and the spine, creating a color map ranging from blue to red with cooler colors representing further distance from vasculature ( Figure 1) . The surface area greater than 1cm from vasculature was defined as surgically accessible and the relationship between this area and adiposity and age were examined with Spearman's rank and Mann-Whitney U tests. RESULTS: One hundred seven patients were included with 4 excluded -2 with significant scoliosis, and 2 with spinal fusion. Median age of subjects was 58, with a range of 24-88 years of age. Mean percent adipose was 43.3%, with a range of 14.1-67.4%. Patients ranged in accessible sacral promontory surface area (45-91%) with a mean of 65%. There was no statistically significant linear correlation between available surface area and age (r s ¼ 0.07, p ¼ 0.46) or adiposity (r s ¼ -0.02, p ¼ 0.83). Patients that were both elderly (!65 years old) and thin ( 40% adiposity) had statistically significant lower aortic (p ¼ 0.005) and IVC (p ¼ 0.042) bifurcation. However, there was no statistically significant difference in the percent available surface area (64.9 vs. 65.5%, p ¼ 0.83). CONCLUSION: There were no significant correlations between increasing age or less adiposity and the accessible surface area around the sacral promontory. The 3D modeling provides a novel and potentially clinically useful visualization of anatomy to assist with patient counseling and planning for surgeries such as SCP that rely on the anterior approach to the sacrum.
